THE 


TREAT3IENT  OF  RETROVERSION 
OF  THE  UTERUS  WITH 
ADHESIONS. 


BT 

J.  W.  ELLIOT,  M.  D., 

ASSISTANT  SURGEON  FREE  HOSPITAL  FOR  WOMEN. 


Reprinted  from  the  Bouton  Medical  and  Surgical  Journal  of 
February  28, 1884. 


CAMBRIDGE : 

IJtinleii  at  tljc  Uiuereibe  Press. 

1884. 


THE  TREATMENT  OF  RETROVERSION  OF  THE 
UTERUS  WITH  AUHESIONSA 


BT  J.  W.  ELLIOT,  M.  D., 

Assistant  Surgton  Free  Hospital  for  Women. 

This  malady  has  been  and  is  still  considered  by 
many  incurable.  Thomas,^  referring  to  adhesions,  says 
“ this  is  one  of  the  conditions  which  render  the  prog- 
nosis ” of  retroversion  “ unfavorable.”  All  the  other 
text-books  of  the  day  are  equally  discouraging,  and  none 
of  them  lay  down  a definite  mode  of  treatment.  In 
my  own  experience  I have  found  these  cases  curable. 
I therefore  venture  to  describe  a method  by  which 
favorable  results  may  be  obtained.  This  method 
consists,  in  brief,  in  repeatedly  packing  the  posterior 
vaginal  cul-de-sac  with  tampons  in  such  a manner  that 
the  adhesions  being  gradually  stretched,  broken,  and 
absorbed,  the  uterus  is  pushed  into  its  normal  position. 

This  method  is  by  no  means  new.  Dr.  Bozeman 
claims  to  have  used  it  before  1860.  Dr.  Taliaferro® 
first  described  it  in  a paper  read  before  the  Medical 
Association  of  Georgia,  in  1878,  on  The  Application  of 
Pressure  in  Diseases  of  the  Uterus.  I understand  also 
that  this  method  has  been  used  by  a few  New  York 
specialists  and  several  of  my  colleagues  in  Boston.  I 
first  learned  it  from  Dr.  Baker,  who  has  practiced  it  for 
several  years  with  most  satisfactory  results,  and  to  him 
I owe  many  of  my  opportunities  for  investigating  its 
value.  This  general  method  has,  then,  been  employed 

1 The  subject-matter  of  a lecture  delivered  at  a Summer  Course 
in  Boston  and  cases  reported  at  the  Boston  Society  for  Medical  Ob- 
servation, February  4th. 

2 Diseases  of  Women,  page  438. 

2 Atlanta  Medical  Register,  January,  1883. 
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Retroversion  of  the  Uterus. 

by  a few  physicians  with  variable  results.  Tlie  details 
of  the  procedure  have  differed  in  more  or  less  essential 
points  with  all.  Without  discussing  these  differences  I 
shall  sim[)ly  describe  the  particular  method  which  I now 
use  after  three  years’  ex[)erieuce.  First  let  us  con- 
sider what  the  course  of  this  disease  is  when  not  treated. 

When  the  uterus  becomes  retroverted  from  auy 
cause  it  is  lower  in  the  pelvis,  and  drags  more  or  less 
on  the  twisted  broad  ligaments,  which  contain  the 
large  arteries  and  veins  which  supply  that  organ.  This 
causes  a passive  congestion  in  the  uterus.  This  means 
increased  size  and  weight.  The  increased  size  and 
weight  cause  in  turn  increased  dragiiinu;  thus  we 
have  a “ pernicious  circle  ” established.  The  ultimate 
result  of  long-continued  passive  congestion  is  an  in- 
crease of  interstitial  tissue.  Here,  then,  we  have  a 
condition  which  tends  to  grow  worse.  This  may  give 
rise  to  quite  a disagreeable  set  of  symptoms,  namely, 
feelings  of  dragging,  of  pressing  down  of  the  abdomi- 
nal Contents,  and  a sense  of  weight.  The  increased 
vascularity  gives  rise  to  increased  menstrual  flow,  to 
increased  secretion  from  the  glands  and  mucous  mem- 
brane (fluor  albus),  and  to  increased  sensitiveness  of 
uterus  and  vagina.  The  bladder  beiu"  more  or  less 
displaced  there  is  often  frequent  and  diflicult  micturi- 
tion. The  rectum  may  be  obstructed  by  the  fundus 
uteri  so  as  to  cause  difficult  or  painful  defecation. 
The  peritoneal  surface  of  a uterus  in  this  condition 
often  becomes  inflamed.  If  this  occurs  the  result  may 
be  that  the  uterus  becomes  more  or  less  firmly  fixed 
by  peritoneal  adhesions  ; in  which  case  the  above-men- 
tioned symptoms  are,  of  course,  increased.  Not  only 
this,  but  when  the  uterus  is  once  fixed  in  retroversion 
by  adhesions  successive  attacks  of  local  peritonitis  usu- 
ally follow.  These  attacks  may  recur  after  any  slight 
provocation,  such  as  jarring,  going  about  during  men- 
struation, taking  cold,  etc.,  until  the  patient  is  ex- 
hausted by  pain  or  general  peritonitis  is  imminent. 
She  is  then  obliged  to  go  to  bed,  where  she  will  often 
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improve  for  a time,  but  when  she  gets  up  the  local 
peritonitis  usually  begins  again,  and  she  finds  herself 
no  better  than  before.  This  sort  of  thing  may  go  on 
for  years  or  the  patient  sometimes  gives  up  trying  to 
go  about,  and  becomes  a confirmed  bed-ridden  invalid. 
This  disease  is  associated  with  great  pain  and  tender- 
ness in  the  vagina  and  all  about  the  pelvis,  causing  ina- 
bility to  walk  and  a decline  in  the  general  health.  The 
nervous  system  suffers  as  a matter  of  course.  It  very 
often  causes  sterility,  and  should  the  uterus  by  chance 
become  impregnated  a miscarriage  is  almost  certain  to 
follow,  the  common  result  of  which  is  another  sharp 
attack  of  local  peritonitis  with  more  adhesions.  If, 
however,  a miscarriage  does  not  occur  and  the  patient 
goes  to  full  term,  the  adhesions  are  gradually  absorbed 
as  the  uterus  increases  in  size. 

From  this  we  see  that  retroversion  with  adhesions 
is  a progressive  disease ; that  it  tends  to  grow  worse 
when  there  is  no  treatment. 

Mext  let  us  inquire  into  the  more  exact  nature  of 
these  adhesions. 

The  peritonteum  of  the  female  pelvis  may  become 
inflamed  at  any  point  where  it  covers  the  various 
pelvic  organs,  so  one  speaks  of  perisalpingitis,  peri- 
cystitis, periproctitis,  perimetritis,  etc.  Usually  in- 
flammation of  several  of  these  organs  is  present  at 
once.  Then  one  speaks  of  pelvic  peritonitis  in  distinc- 
tion on  the  one  side  from  general  peritonitis,  on  the 
other  from  parametritis  or  pelvic  cellulitis,  by  which 
last  name  we  mean  inflammation  of  the  cellular  tissue 
(including  vessels  and  veins)  just  under  the  perito- 
neum. Inflammation  of  the  peritoneum  is  associated 
with  the  exudation  of  fluid  and  the  formation  of  fibrous 
adhesions.  When  pus  is  exuded  it  is  often  shut  off 
by  membranes  between  the  uterus  and  rectum,  then 
either  the  pus  fatty  degenerates,  and  is  absorbed,  or 
the  abscess  breaks.  AVhen  the  abscess  is  emptied 
healing  takes  place  by  the  union  of  its  two  walls,  which 
are  the  uterus  and  the  rectum.  In  this  way  the  uterus 
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may  become  retroverted  and  bound  firmly  to  the  rec- 
tum by  a very  dense  mass  of  adhesions.  Vide  Fig.  1. 


Fig.  1 ^ (Wirif.kel.)  D,  Douirlas’s  Fossa  oliliterated  bv  a mass 
of  ad hesious,  t lie  result  of  au  abscess.  .C,  Bladder.  F.’Vairina. 
U,  Uterus.  R,  Rectum. 

Tlie  membranes  resulting  from  peritonitis  may  become 
like  ligaments,  and  bind  the  uterus  to  the  rectum. 
Vide  Fig.  2.  When  two  inflamed  surfaces  of  perito- 


Fio.2.  (Winckel.)  .d.  Adhesions  on  the  stretch.  Z),  Doug- 
las’s Fossa. 

uteum  on  different  organs  come  in  contact  they  are 
often  glued  together.  In  this  way  the  least  firm  ad- 
hesions are  formed.  Adhesions  vary  greatly  in  size 
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and  tougliness.  The  large,  tough  ones  are  the  result 
of  often  repeated  attacks  of  peritonitis.  If  no  fresh 
attack  occurs  the  adhesions  tend  to  disappear  very 
slowly.  From  being  constantly  stretched  and  worn  by 
the  respiratory  and  other  movements  they  may  finally 
be  absorbed.  In  spite  of  this  fact  many  adhesions 
persist  for  a lifetime,  hence  their  importance  to  gynae- 
cologists. 

Parametritis  usually  occurs  in  the  broad  ligaments 
and  is,  therefore,  most  often  the  cause  of  lateral  dis- 
placements and  adhesions.  These  lateral  adhesions, 
being  formed  by  cicatricial  contractions  of  interstitial 
tissue,  are  much  firmer  and  tougher  than  those  result- 
ing from  simple  peritonitis,  which  occur  in  connection 
with  retro  and  anteversions.  These  two  processes 
(peritonitis  and  parametritis)  may  occur  together,  and 
cause  a right  or  left  retro-lateral  version. 

Tlie  causes  of  this  disease  are  various.  Merely  the 
condition  of  retroversion  may  be  the  cause  of  a local 
peritonitis,  and  hence  adhesions.  Also,  having  a retro- 
version a local  peritonitis  from  any  cause  may  result 
in  adliesions.  Any  local  peritonitis  may  form  such 
adhesions  about  a uterus  in  normal  position  as  to  cause 
retroversion.  The  causes  of  local  peritonitis  are,  then, 
the  causes  of  adhesions.  Among  such  causes  Heitz- 
mann  ^ considers  irregularity  and  other  anomalies  in 
menstruation  as  common.  Hence  any  change  in  uterus, 
tubes,  or  ovaries  which  causes  such  irregularities,  as 
stenosis,  congenital  anteflexion,  etc.,  also  taking  cold 
during  menstruation.  Any  catarrlial  inflammation  of 
the  uterus  may  extend  through  the  tubes  to  the  peri- 
toneal cavity.  This  most  frequently  happens  with 
gonorrhoeal  endometritis.  Ovaritis  itself  may  be  a 
cause,  also  the  rupture  of  a Graafian  follicle.  The 
rubbing  of  a prolapsed  ovary  may  be  a cause.  Para- 
metritis may  cause  peritonitis  by  direct  extension. 
Tliere  are  various  traumatic  causes,  such  as  direct  in- 
jury to  peritonaium,  falls,  coition,  vaginal  douche,  pes- 
1 Beckenbauchfells  Eutzuudung. 
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saries,  and  any  intra-uterine  instrumentation,  passing 
a sound  or  dilating  with  tents.  Septic  absorption  from 
wounds  of  uterus  or  vagina  may  cause  septic  peritoni- 
tis. The  last  and  most  common  cause  is  parturition 
and  abortion. 

The  diagnosis  of  retroversion  with  adhesions  is  ar- 
rived at  by  first  establishing  the  presence  of  a retro- 
version (by  touch  or  probe),  the  adhesions  may  then 
be  felt  through  the  posterior  vaginal  cul-de-sac.  Vide 
Fig.  4.  In  certain  cases  their  presence  can  only  be  de- 
termined by  a failure  to  replace  the  uterus  by  the  vari- 
ous well-known  maneuvers.  A strong  firm  adhesion  is 
evident,  and  cannot  easily  be  overlooked.  The  difficulty 
is  that  one  not  skilled  in  reducing  retroversion  may 
sometimes  be  led  to  suppose  that  the  uterus  is  adherent 
when  it  is  merely  pressed  down  and  caught  behind  the 
promontory  of  the  sacrum.  This  mistake  will,  however, 
soon  become  evident  if  the  treatment  here  described  be 
applied. 

There  are  four  methods  of  treating  this  disease  : — 

(1.)  Forcibly  tearing  up  adhesions  under  ether  at 
one  sitting. 

(2.)  Gradually  stretching  and  tearing  the  adhesions 
by  lifting  the  body  of  the  uterus  with  the  finger  a little 
at  each  sitting. 

(3.)  Gradually  lifting  the  body  of  the  uterus  by  a 
series  of  pessaries,  beginning  with  a very  small  one ; 
larger  ones  are  placed  as  the  uterus  is  lifted  higher. 

(4.)  Packing  as  here  described. 

I prefer  the  last  of  these  methods  for  most  cases,  be- 
cause it  seems  to  me  the  surest  and  safest. 

To  pack  the  vagina  the  patient  must  be  placed  in 
the  semi-prone  or  knee-chest  position.  I use  the  latter 
position  in  the  more  difficult  cases,  and  the  former  in 
ordinary  cases,  as  it  is  much  easier  for  the  patients. 
A Sims’  speculum  being  passed,  small  bits  of  cotton, 
wrung  out  in  glycerine,  are  then  packed  into  the  pos- 
terior vaginal  cul-de-sac.  Each  bit  is  placed  with 
dressing  forceps  held  in  the  right  hand.  It  is  then 
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pressed  back  as  hard  as  occasion  may  require  with  the 
blade  of  the  speculum  held  in  the  left  hand.  Vide 
Fig.  3.  When  the  posterior  cul  de-sac  is  full,  the  vagina 


is  then  packed  full  of  the  same  tampons  to  hold  those 
placed  in  the  cul-de-sac  tight  up  against  the  fundus  of 
the  uterus.  At  the  outlet  of  the  vagina  the  cotton  is 
pressed  back  toward  the  rectum,  away  from  the  point 
where  the  urethra  passes  under  the  pubic  arch,  as  pres- 
sure on  that  point  may  cause  retention.  The  last  two 
pieces  of  cotton  should  be  rather  larger  than  the  others, 
and  one  should  be  pushed  to  the  right  and  the  other 
to  the  left,  so  that  when  the  patient  stands  and  pressure 
comes  from  above  these  two  pieces  wedge  each  other 
like  the  stones  in  an  arch  and  keep  the  packing  from 
falling  out.  The  packing  being  thus  placed  piece  by 
piece,  the  result  should  he  that,  as  a whole,  tlie  mass 
will  exactly  conform  to  the  shape  of  the  vagina,  exert- 
ing a firm,  even,  and  constant  pressure  against  the 
fundus  uteri.  It  will  of  course  require  some  practice 
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to  do  this  well.  The  packing  should  be  removed  every 
three  to  five  days,  with  the  patient  in  the  same  posi- 
tion. On  removing  the  packing  we  find  the  post-vagi- 
nal cul-de-sac  somewhat  deeper,  for  the  pressure  when 
properly  applied  tends  always  to  wedge  the  uterus  away 
from  the  rectum.  Before  replacing  the  packing  it  is 
a good  plan  to  try  to  determine  how  much  has  been 
gained  aiid  where  the  adhesions  still  bind.  This  is 
best  done  while  the  patient  is  in  the  semi-prone  jiosi- 
tion  by  hooking  the  cervix  forward  with  a tenaculum 
held  in  the  left  hand,  then  passing  the  forefinger  or 
two  fingers  of  the  right  hand  high  up  into  the  posterior 
vaginal  cul-de-sac  (tne  palm  being  toward  the  patient’s 
back),  and  pressing  the  uterus  forward  with  the  back 
of  the  finger.  In  this  way  the  adhesions  can  be  put 
on  the  stretch  over  the  ends  of  the  fingers,  and  a good 


estimate  of  their  strength  and  position  be  formed. 
Vide  Fig.  4. 

We  then  proceed  to  repack  the  vagina  as  before.  The 
pressure  should  be  exerted  directly  backwards  into  the 
posterior  cul-de-sac  against  the  remaining  adhesions.  If 
the  force  is  directed  too  far  forward  the  result  is  that  the 
cervix  and  bladder  are  raised  and  tipped  forward,  while 
the  fuudus  remains  fixed  and  unmoved.  The  ability 
to  get  the  pressure  exactly  in  the  right  direction  is  a 


11 


Retroversion  of  the  Uterus. 

matter  of  skill,  and  requires  practice.  The  question  of 
how  tiglit  the  packing  is  to  be  must  remain  a matter 
of  judgment  in  each  case  at  each  packing.  Ihis  judg- 
ment will  depend  upon  the  condition  of  the  vaginal 
wall  and  upon  the  increasing  or  diminishing  tenderness 
of  the  adhesions.  In  a general  way  it  is  best  to  begin 
with  a light  packing,  and  increase  the  pressure  each 
time  until  you  pack  as  hard  as  you  can,  unless  some 
contra-indication  becomes  manifest.  The  possible  dan- 
gers from  too  tight  packing  are  peritonitis  and  slough- 
ing or  rupture  of  the  vagina.  As  a matter  of  experi- 
ence most  men  pack  too  loose  rather  than  too  tight. 
Even  when  there  is  considerable  tenderness  a well 
fitting  tight  packing  gives  the  most  relief. 

Some  patients  get  immediate  relief  when  the  first 
packing  is  applied,  and  are  perfectly  comfortable  dur- 
ing the  whole  treatment.  Others  have  constant  pain 
and  discomfort.  If  the  treatment  is  painful  the  patient 
must  be  very  carefully  managed.  A nervous  woman, 
who  has  often  had  attacks  of  pelvic  peritonitis,  will 
complain  loudly,  and  actually  say  that  she  is  sure  you 
have  started  the  inflammation  again.  It  is  sometimes 
very  diflicult  to  distinguish  between  hypermsthesia  and 
real  tenderness.  In  such  cases,  when  you  have  decided 
that  there  is  no  increasing  local  peritonitis,  it  is  impor- 
tant to  persist  with  the  packing  in  spite  of  their  prot- 
estations. One  soon  learns  the  peculiarities  of  each 
individual.  It  is,  of  course,  very  important  to  stop 
packing  at  the  slightest  indication  of  increasing  or  fresh 
local  peritonitis.  I have  known  of  several  severe  cases 
of  peritonitis  followed  by  abscess,  etc.,  which  was  caused 
by  packing,  I have  never  had  this  misfortune  myself, 
and  it  seems  to  me  entirely  unnecessary.  It  may,  how- 
ever, become  a very  delicate  and  difficult  problem  in  the 
case  of  a feeble  and  nervous  patient  to  begin  with  a ligl  t 
packing,  making  sure  that  you  are  doing  no  harm,  ai  d 
at  the  same  time  holding  your  patient  under  strict  and 
strong  control,  to  push  the  treatment  forward,  packing 
tighter  and  tighter,  until  the  uterus  is  forced  into  its 
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normal  position.  No  routine  can  be  laid  down  for  such 
cases. 

Tlie  packing  must  be  removed  before  each  menstrua- 
tion. 

The  treatment  is  to  be  continued  until  the  fundus 
uteri  can  be  pushed  well  forward  ; the  uterus  can  then 
easily  be  held  in  position  by  a pessary.  If,  however, 
the  adhesions  are  very  resisting  and  tlie  patient  be- 
comes somewhat  run  down  by  the  treatment,  a conven- 
ient time  to  rest  is  when  the  fundus  has  been  raised 
just  above  tlie  promontory  of  the  sacrum.  At  this 
point  the  uterus  can  be  held  for  a time  with  a Thomas’ 
bulb  pessary  or  with  a soft  rubber  bulb  pessary.  The 
pressure  of  the  packing  may  cause  constipation  ; if  so, 
the  bowels  must  he  regulated  by  a cathartic. 

As  before  stated,  the  packing  acts  by  mechanically 
forcing  the  posterior  vaginal  cul-de-sac  up  into  Doug- 
las’s fossa,  and  thus  separating  uterus  from  rectum. 
vSotne  of  the  adhesions  are  torn  off,  others  are  so 
stretched  and  pulled  that  being  deprived  of  blood  sup- 
ply they  finally  wither  and  are  absorbed. 

The  packing  is  applied  as  above  stated  in  the  knee- 
elbow  or  semi-prone  position,  when  the  contents  of  the 
pelvis  are  hanging  forward  into  the  abdomen  and  the 
vagina  is  at  its  greatest  length.  Consequently,  when 
the  upright  position  is  resumed,  we  have  a mass  of  cot- 
ton wedging  its  way  up  behind  the  fundus  uteri  and' 
the  weight  of  all  the  organs  tending  to  pull  the  cervix 
downwards.  These  two  forces  twist  the  retroverted 
uterus  into  its  normal  position. 

The  uterus,  as  above  stated,  having  become  passively 
congested,  is  large  and  tender.  The  packing  exerts  an 
even  pressure  against  the  organ,  which  partially  emp- 
ties it  of  blood,  so  that  when  the  packing  is  removed 
the  cervix  appears  smaller  and  wrinkled.  The  pack- 
ing acts  in  this  respect  like  a well-applied  bandage  on 
a swollen  limb,  and  often  gives  the  greatest  relief.  As 
the  uterus  becomes  less  congested  and  is  raised  higher 
in  the  pelvis,  the  attacks  of  perimetritis  (before  re- 
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ferrecl  to)  become  less  frequent  and  less  severe,  and 
finally  do  not  recur.  Tlie  carefully-applied  pressure 
seems  also  to  exert  a favorable  influence  on  tbe  in- 
flamed peritoneal  surface.  I bave  of  late  become  so 
impressed  with  this  fact  that  I now  often  begin  pack- 
ing when  there  is  considerable  tenderness,  and  I find 
that  tills  treatment  is  frequently  much  tbe  quickest  cure 
for  chronic  local  peritonitis. 

I have  used  various  materials  for  these  tampons,  but 
prefer  cotton  pluggets  wrung  out  in  glycerine.  In 
packing  I dip  every  fourth  or  fifth  plugget  in  iodoform 
to  keep  the  packing  sweet.  Where  the  adhesions  are 
very  firm  I sometimes  use  bits  of  compressed  sponge 
wrapped  in  cotton  cloth.  The  sponge  swells  and  exerts 
a very  powerful  pressure.  I prefer  to  have  the  patients 
walk  about  during  the  treatment,  for  I think  in  tliis 
way  the  adhesions  work  loose  faster.  But  certain  de- 
bilitated cases  I have  kept  in  bed. 

Tbe  general  health  is  usually  somewhat  pulletl  down 
during  tbe  treatment;  on  the  other  band  it  is  often  im- 
proved by  tbe  immediate  comfort  caused  by  relief  from 
dragging,  etc. 

It  is  hoped  that  this  manner  of  packing  will  not  be 
confounded  with  the  ordinary  cotton  pessary  for  simple 
retroversion,  or  with  the  practice  whicli  is  not  uncom- 
mon among  physicians  of  loosely  placing  a few  tam- 
pons in  the  vagina.  This  sort  of  thing  is,  of  course, 
entirely  inadequate.  The  method  here  described  is  in- 
tended for  the  treatment  of  an  important  disease,  and 
when  really  firm  adhesions  are  present  the  packing 
must  be  delicately  and  understandingly  applied,  each 
bit  of  cotton  being  placed  with  precision,  otherwise  it 
is  worse  than  useless. 

The  cases  here  reported  were  treated  at  the  Free 
Hospital  for  Women,  the  Boston  Dispensary,  and  in 
my  own  private  practice. 

I am  greatly  indebted  to  Drs.  Davenport  and  Green, 
of  the  Dispensary,  for  their  kind  permission  to  use  the 
records  of  the  cases  as  they  passed  to  and  from  my 
treatment  when  the  terms  of  service  chaueed. 
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14  Retroversion  of  the  Uterus. 

Out  of  1500  gynaecological  patients  who  have  come 
under  my  observation  and  treatment  within  the  last 
three  years,  there  liave  been  eigbty-nine  cases  of  re- 
troversion with  adhesions,  about  .06.  Of  these  cases, 
two,  occurring  in  old  women  without  symptoms,  were 
advised  against  treatment,  four  are  still  under  treat- 
ment, and  seem  to  me  to  be  curable,  sixteen  disappeared 
without  treatment,  and  sixty-seven  were  cured.  By 
cured  I mean  here  that  the  adhesions  were  so  dissi- 
pated that  the  uterus  is  held  in  its  normal  position  with 
a pessary,  and  that  the  patients  have  been  free  from 
the  recurring  attacks  of  pelvic  perilonitis.  Two  of 
these  cases  have  relapsed  after  removing  the  pessary 
against  my  directions.  In  two  cases  I have  already 
removed  the  pessary,  and  the  uterus  remains  in  good 
position.  Two  cases  have  become  pregnant  after  sev- 
eral years  of  sterility. 

The  length  of  time  required  for  the  treatment  of 
these  cases  has  varied  from  one  month  to  three  years. 

The  most  troublesome  complication  has  been  prolapse 
of  the  ovaries.  In  twelve  cases  there  was  prolapse  of 
one  or  both  ovaries.  With  this  complication  it  is  nec- 
essary to  proceed  much  more  slowly.  Prolapsed  ova- 
ries are  almost  always  very  sensitive,  and  the  packing 
must  be  placed  with  great  care  until  they  are  pushed 
to  one  side.  Lacerated  cervix  was  a common  compli- 
cation. This  condition  was  invariably  much  improved 
by  the  pressure  of  the  packing.  Lacerated  perinajum 
was  occasionally  an  annoying  complication  on  account 
of  the  difficulty  in  keeping  the  cotton  in  place.  In  no 
case,  however,  was  it  found  necessary  to  sew  up  the 
perinmum  before  overcoming  the  adhesions.  In  one 
or  two  debilitated  patients  with  ruptured  perinmums 
the  vagina,  after  being  stretched  by  the  packing,  was 
left  in  a very  flabby  condition.  This  subinvolution  of 
the  vagina  gradually  disappears  in  a few  months. 

The  change  of  life  came  about  in  one  case,  aged 
thirty-five,  during  treatment. 

In  one  case  at  the  Free  Hospital  the  whole  pel- 
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vis  was  filled  with  a mass  of  false  membranes.  The 
uterus  was  so  imbedded  in  this  mass  that  there  seemed 
to  be  adhesions  on  every  side.  For  three  years  this 
case  was  treated  for  several  months  in  each  year.  The 
uterus  is  now  movable  and  held  in  good  position  with 
a pessary,  aud  the  patient  does  all  her  own  house- 
work. 

The  patients  have  all  been  more  or  less  relieved  of 
their  symptoms.  Some  have  been  restored  to  good 
health.  Some  were  left  in  a very  nervous  condition. 
The  few  who  had  been  bed-ridden  were  put  on  to  their 
feet  again  aud  seemed  delighted. 

By  way  of  illustration  I will  give  the  records  of  one 
case  : — 

Case  I.  On  November  3d  Mrs.  B.  was  referred  to 
me  by  Dr.  James  Minot.  She  was  large  and  stout, 
but  in  very  poor  general  health,  being  much  run  down, 
was  forty-three  years  old,  had  been  married  twenty- 
four  years,  had  had  three  chihlren,  aud  eleven  or  twelve 
miscarriages.  She  complained  of  wind  and  pain  in 
the  abdomen,  of  fullness  and  distress  after  eating,  of 
vomiting,  also  of  a soreness  in  the  left  lower  abdomen, 
which  at  times  became  so  severe  that  she  was  obliged 
to  go  to  bed,  and  of  dragging  about  pelvis  and  abdomen, 
of  a bearing-down  pain  and  of  frequent  and  painful 
micturition.  The  catamenia  were  natural ; there  was 
a profuse  white  discharge.  On  examination  1 found 
the  uterus  enlarged,  retro  verted,  aud  tightly  bouud 
down  by  a large  mass  of  very  tender  adhesions,  suba- 
cute pelvic  peritonitis,  and  chronic  endometritis.  The 
uterine  cavity  was  three  and  a quarter  inches  deep.  I 
advised  rest  and  the  hot  douche. 

November  lOtli.  She  returned  in  about  the  same 
condition.  The  vagina  wa,s  then  lightly  packed  with 
cotton  tampons. 

November  14th.  The  packing  was  removed  and  not 
replaced  on  account  of  approaching  catamenia.  The 
patient  was  ordered  to  rest  iu  bed  during  menstrua- 
tion. 
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November  21st.  The  vagina  was  repacked. 

November  26th.  The  patient  was  much  relieved  of 
her  pain  and  tenderness.  The  uterus  was  found  some- 
what higher  in  the  pelvis  and  the  adhesions  less  tender. 
Vagina  repacked. 

December  1st.  The  patient  had  wet  her  feet  and 
caught  cold,  complained  of  pain  and  tenderness  across 
her  abdomen,  but  was  not  as  sore  as  she  usually  was 
after  taking  cold.  The  adhesions  were  slightly  tenderer, 
vagina  hot  and  dry.  Vagina  repacked  moderately  tight. 

December  5th.  Much  less  tenderness.  Uterus  quite 
movable.  Vagina  repacked  tightly. 

December  8th.  Uterus  quite  freely  movable.  Could 
be  pushed  into  normal  position.  A block  tin  pessary 
was  placed. 

December  20th.  Pessary  holds  uterus  in  good  posi- 
^ tion.  Patient  is  much  relieved  in  every  way. 


